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DECLARAION by APPLICANT: qd<6 (t dlqr yr:

1) I hereby mnfrm that all details in this Form are True to lhe best of my knowledga. Any falso stalsment will render my Application & ongolng asslstanca, if any,
liable for rejectiorvcanc€llation.

2) I solemnly confrm that assistance, if rec€lved lrom Koshika Foundation, willbe usgd only lor the'purpose', as staled in this Form, for which such assbtance
was requested by me.
3) I hereby conlirm that I have not & wili not in future, availol reimbursement, in pad or in full, from any other source/employer/insurance company, of the amount
for which thrs assistance rs requ€sled
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,.GREEMENT by APPLICANT ( ERI 6{R)

1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubtish/putup/reproduce.my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium, ihcluding but not limited to verbal, print. electronic, fo. soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or aft€r my troatment or fulfilmsnt of the "purposs'

for which assistanc€ is being requested.
2) I (Appticant) further agree that any such use of my name, address, photo & details ol the 'purpose', for which such assistanc€ is requested/grantEd,

wilt not automatically entitle me for receiving or continuing the said assistanc€. The decision fgr g.anting and/or continuing tho assistance lvill .€st solely

with the Trustees of Koshika Foundalion, and their decision is this rogard will be final and acceptable to m9.
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By affixing hereuoder, signature of ourAuthorised Signalory for recommending this case/patient for financial assistance from Koshike Foundation, we
(Hospital) hereby affirm & accepl following:
1) lhat we nether are presenlly nor will in fulure avail of financial assislance from another NGO or any other source, for the same pationt/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assislan@ is not granted

by Koshik; Foundation, in part or in full. then the Hospital reserves it's right lo mak€ up the shorthll from another NGO or any other sour@. This
confirmation essentially states that the Hospital will not avail any duplicatg assistance for th€ same patienucase from any olher NGO or any otho, sourc€.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the arangement betwe€n the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome & safety of the patlent, and Koshika Foundation will have no role or .esponsibiliiy
in the matter.

rcnicfir{a,5<rstaist({qrqA,A'r1Ei'6iRr6rsrew"itqi{crirdri!fic"Ffiyla1qrfrt.fdrq(tsa)frqlr*Riqr<q*6Re,{itr
r)qEfcrA{dqn!Nt{rdqiqq{fcfrq{ordrffilksmrt{rqnqrffirqddirfittnrqd{ticrndt,itfrEct'cifrtqtsr+{r'
t fimRyh-rfr e< d q,qq {'Elftrfl srreyrr' !m c(( +g f6 ir qR '6ifr6r qre€ffi' rm q@rdl fufi qfrrryfiT6 tg q.d( nfr frqr crdl t ni q{IrilF

ffi q-q lh Tr*rfr {*qt qt ffi e-{ Tqltr{ i Ef,rq-dr di or ufu+n grfra rwa tr VcG {Eqs qrfltfr qeira Eitq q< z<t tt/crd +g nFd

t< sr+r0 rirqr cl ffi lrq FFrr t rd dqu+frr

2. "qiRr6r wsCvn't d,ri T6I{dI +{d frfdq rER +1tr rifl w rmn m {,r{ mn qr H'r{ 3c-{v!tfi'ql fi lrR
* d-s +r tcsq t ict{ "6tfrr6r srre{R" Em ffi v6n m ql{ <{q rd rqH rrTaIt'fr * aan gQ dt{ lcfi qri

rhn c" tsdra

61 El,ri srt{'61Rr*l'q1 6t Efu6r qr frrffi w { ri rt flr

r!fr G rsrn

APPLICANT'S SIGNATTJR€ OR LEFT THUMB IMPRESSION

qrk* d relqT{ cl

AGREEIiiENT by HOSPITAL (6Fdr( Em 6{R)

SeniorDr ltll
OMM ND FOR ACCEPTENCE

BBc €qrd
OUTfiEACH BANGALORE

Sionatorv
usr)If

htu{iltF

L',,,. ii EyE
(fiisnfiPEqi

VasagffH 52

Date of Surgery
irfctvn 61 drfr€

,bh\rs

l,itl r r-. Opi :a!st
Ball ilbetes:. .:-..ial

{flr,hoo, 0,. a *.#f,}ein stamol usl)' 
Llroma'a +"i0ft SffrBaisre-52

qrnt'6 Blqir t(slFOR I FOUTiIDATION

S|Gi{ATURE of TRUSTEE 2
qS rmm u

S|Gi{ATURE ofTRUSTEE 1

qIS ERM I

/

!atrlt
I

;!

30-11-2024

u;,

4fr


